INTRODUCTION
Trauma to the chin can cause violent impact of the mandibular teeth against the antagonistic upper maxillary dentition, with possible fracture of the latter via an indirect mechanism. 1 Several cases have been recorded in the dental literature of severely complicated or multiple fractures of posterior teeth as a consequence of a blow to the chin area, 2, 3 and even mandibular and condylar fractures have been documented. [4] [5] [6] [7] Traffic accidents, bicycle falls, sports injuries and assault are all currently some of the possible mechanisms underlying blows to the maxillofacial skeleton. 8 The term 'torus' refers to the existence of a convex, bony exophytic excrescence with an even base. It is a slow-growing structure (though growth may also cease spontaneously) located within the cortical bone layer. The torus core consists of spongy bone, surrounded by a dense cortical component. Within the lower jaw the torus is located on the lingual surface of the mandibular body, in the canine-premolar zone above the mylohyoid line. The structure can be uni-or bilateral. 9 Mandibular torus fracture as a result of accidental trauma has to date not been reported in the dental literature. This study describes the case of a young adult male with multiple fractures affecting the teeth and mandibular torus secondary to chin zone trauma -the first manifestation of bone damage being unilateral paraesthesia of the lip on the left side.
CLINICAL CASE
A 26-year-old Caucasian male without antecedents of interest suffered an accident while riding a mountain bike. The patient was wearing a safety helmet, though it was not properly locked. He fell from a height of approximately  Presents a case of chin trauma with a mandibular torus.  Suggests carrying out radiographic study of the affected area to evaluate possible fracture.  Reveals the associated presence of paraesthesia and recommends a computed tomographic study.  No protocol treatment currently exists for this kind of fracture.
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Fig. 1 Bilateral mandibular tori
two metres, with interpositioning of the left forearm between the lower jaw and the ground -resulting in ulnar and carpal fracture. Following admission to hospital, neurological damage was discounted, and the patient was treated in Traumatology.
After two days the patient was referred to the dental clinic of the University of Murcia Dental School (Spain) with generalised oral pain that impeded eating. The extraoral examination revealed no lacerations or contusions in the region of the chin or parasymphyseal zone. The patient reported no pain in the condylar region, and no occlusal alterations were noted (open bite, lateral deviations or cross-bite). The intraoral study showed the presence of bilateral mandibular tori ( Fig. 1 ) and complicated fractures of the crowns and roots of teeth 14, 15, 16, 25, 43, and 47, as well as uncomplicated fractures of the crowns of teeth 26 and 46 (Fig. 2) . All fractures were confirmed by periapical radiographs. Dental management was prescribed, with endodontic treatment of 1.4, 1.6, 4.3 and 4.7, and the filling of 2.6 and 4.6. Since the crown and root fractures of 1.5 and 2.5 were longitudinal, extraction of these teeth was decided upon.
Four days after the accident and having eliminated the important dental pain, the patient reported numbness of the left side of the lip as depicted in Figure 3 . Inspection revealed slight swelling below the left mandibular body and pain in response to palpation of the left half of the floor of the mouth in the region of the mandibular torus. An extraoral (orthopantomography and intraoral (periapical)) radiographic study revealed no abnormalities. An apical radiographic study in axial projection was then carried out (occlusal radiography), revealing a fracture line at left mandibular torus insertion level as depicted in Figure 4 . A computed tomography scan confirmed the torus fracture as demonstrated in Figure 5 .
After consulting Maxillofacial Surgery, patient observation was decided upon, with the prescription of ibuprofen analgesia (600 mg/8 hours). The paraesthesia gradually subsided and disappeared entirely within four weeks. A repeat computed tomography scan after six months confirmed bone consolidation as depicted in Figure 6 .
DISCUSSION
Traffic accidents (50.5%) and sports injuries (15.3%) are currently the most common causes of facial fracture. 8 In some series published in the literature (in children) bicycle falls account for up to 26% of all cases. 10 The Department of Oral and Maxillofacial Surgery, University of Innsbruck, Austria, observed that mountain bikes have been found to be more frequently implicated in such injuries than conventional bicycles. 11 In most situations the pathogenesis of dental trauma is not known, and little experimental information has been obtained in this field to date. 1 The lesions may be secondary to either direct or indirect trauma. In this sense, indirect trauma occurs when the lower jaw violently closes upon the antagonistic teeth in the upper arch -as when a blow is delivered to the chin or mandibular corpus. This type of mechanism tends to cause dental fractures in the molar and premolar regions. 2, 3 Ignatius et al. 7 published the frequency of dental traumas in mandibular body and condyle fractures. Dental injuries were diagnosed in 30% of cases the association with mandibular corpus fractures, and approximately 3-6 traumatised teeth per patient. Our patient presented lesions compatible with an indirect mechanism, with involvement of the posterior teeth of both arches.
Regarding bone damage, when an individual suffers a frontal fall, the neck is instinctively stretched forward to avoid direct impact to the face. 12 This in turn causes the chin to be exposed to direct impact, with transmission of the kinetic energy of the blow to the mandible and temporomandibular joint. As a result, such trauma can produce fractures of the symphysis, 1 condyles, 4-6 glenoid fossa 13 or even the cervical spine. 14 The existence of a mandibular torus is not as infrequent as may be thought. In a recent study conducted in the United States, 15 38.7% of the individuals examined presented a torus -the latter being more common among Caucasians, and usually bilateral. In other countries, 16 lower figures have been reported (5.2% in Germany and 9.4% in Thailand). In Spain, the reported prevalence of a mandibular torus is 7.2%. 9 In our case, the fall could have fractured the condyles or symphysis, though the fact that the forearm buffered the impact may have reduced this possibility -increasing the likeliness of alveolar fracture, in this case of the mandibular torus. In fact, the patient suffered fracture of the forearm and carpus -a situation that would explain the absence of lacerations in the region of the chin and parasymphyseal zone. Since no cases of mandibular torus fracture secondary to trauma have been reported in the literature, we presume that the underlying mechanism was represented by impact of the forearm or wrist against the internal aspect of the mandibular body, resulting in fracture of the latter.
Regarding the transient neurological manifestations of the patient, torus fracture probably produced slight tearing of the anterior most fibres of the mental nerve, while post-trauma swelling would have compressed the nerve bundles and therefore generated paraesthesia. In any case, the damage would have been only slight, since axonal regeneration occurred within four weeks without the need of treatment. For this kind of fracture (mandibular torus) there does not yet exist a protocol treatment. 17 Similar considerations are believed to apply to fracture of the genial tubercles following trauma (a conservative approach to treatment is advised with this type of fracture). 18 In the case of chin trauma with the existence of a mandibular torus, we suggest conducting an occlusal radiographic study of the affected area to evaluate possible fracture, since unlike centered periapical radiography and orthopantomography, it is able to reveal the existence of a fracture line of the alveolar wall. In the associated presence of paraesthesia, a computed tomographic study is advisable. 
